Objectives. The Home Care Satisfaction Measure (HCSM) is an easy to administer, psychometrically sound instrument based on consumer-defined notions of satisfaction, including perspectives of ethnic minorities. The HCSM provides an overall home care satisfaction score and subscale scores for 5 common services, all on a 0-100 scale.
S the home becomes an increasingly common venue of care for frail older adults, determining whether these consumers are satisfied with those services is now recognized as an important outcome and a basic responsibility of those who provide care to this population (Applebaum & Woodruff, 1991; Geigle & Jones, 1990; Geron, 1998; Institute of Medicine, 1986 ; Joint Commission on Accreditation for Healthcare Organizations, 1988; Riley, Fortinsky, & Coburn, 1992) . Assessing client opinions is always challenging, but it is especially problematic in the home setting. Unfortunately, prior efforts to measure care satisfaction have not taken into account the unique features of care in the home and have not used measures that are based on consumer perspectives of satisfaction with care. Although considerable attention has been given to the development of client satisfaction measures in acute care (Cleary & McNeil, 1988; Cryns, Nichols, Katz, & Calkins, 1989; Davies & Ware, 1988; Ware, Snyder, & Wright, 1976) and mental health (Larsen, Attkisson, Hargreaves, & Nguyen, 1979; Lebow, 1983; Love, Caid, & Davis, 1979) , existing measures of older consumers' satisfaction with home and communitybased long-term care services have several shortcomings.
First, many of the satisfaction instruments used in home care have been adapted from measures developed for assessment of client satisfaction with medical care services, even though care provided in the home or nursing home is different in many respects from acute care or office-based health or mental health care (Kane, Illston, Eustis, & Kale, 1991) . Compared to the circumscribed episode of a physician visit or acute medical episode, long-term care centers on a consumer's daily living situation and is frequently of long duration. Moreover, although long-term care does sometimes require the use of sophisticated technologies, much of the service is "low tech," often provided by personnel with limited training and without professionally derived standards of practice.
Second, most instruments have been developed for a particular research or programmatic purpose (Geron, 1996; Linn, 1985; Linn, Linn, Stein, & Stein, 1989; Lucas, Morris, & Alexander, 1988; Pablo, 1975; Rinke & Wilson, 1988; Woerner & Phillips, 1989) . Although they contribute to the understanding of home care client satisfaction, ad-hoc measures do not allow for comparison across studies. Singleitem global rating satisfaction measures have also been used frequently; unfortunately, these do not adequately capture the complexity of services such as health, mental health (Andrews & Withey, 1976; A. L. Stewart & Ware, 1992) , or long-term care.
Third, most available measures are based on researcher or provider perspectives of satisfaction, not the perceptions of older recipients of services. Equally important, even when consumer involvement has been used (Woerner & Phillips, 1989) , the perspectives of minorities have been absent. The involvement of consumers is now widely recognized as necessary to ensure that the measure fully represents the dimensions of quality considered important to service recipients (Applebaum, 1989; Arnold, 1989; Miller-Hohl, 1992; Riley et al., 1992; Rinke & Wilson, 1988) . Because satisfaction may have different meanings to different consumers (Geron, 1995; Gutek, 1978) , the need to explore the meanings consumers attach to terms such as satisfaction , satisfied , or like is a critical first step in developing a home care satisfaction instrument.
Finally, none of the existing measures that have been developed to evaluate the services received by frail older adults in their homes have been rigorously tested for reliability and validity. Adequate psychometric testing is a prerequisite to accurately evaluating program or treatment effects; establishing norms for satisfaction ratings across services, client populations, and ethnic groups; investigating correlates of satisfaction; or evaluating causal models of satisfaction.
In addition to the clear need for a psychometrically sound instrument of home care satisfaction, questions remain about possible biases to responses to home care satisfaction instruments. Prior research has established that satisfaction measures are susceptible to response bias (Hays & Ware, 1986 ; C. K. Ross, Steward, & Sinacore, 1995) . C. E. Ross and Mirowsky (1984) , for example, found that acquiescence response bias-the tendency of participants to answer yes to questions regardless of their content-and socially desirable response bias-the tendency of participants to respond to questions with what they assume to be the normatively right answer or with the answer that they assume the interviewer wants to hear-are greater in older persons with lower socioeconomic status. Obviously, the extent to which response bias operates in home care satisfaction assessments is an important area of study.
The correlates of home care satisfaction are another important area of gerontological research that remains largely unexplored. The literature on satisfaction with acute care generally shows a positive relationship between patient satisfaction assessments and age, although other studies have found weak to no relationship (Aharony & Strasser, 1993; Davies & Ware, 1988; Greenley, Young, & Schoenherr, 1982; Linn, 1985; Locker & Dunt, 1978; Pascoe, 1983) . Race and ethnicity are also inconsistently associated with satisfaction. Several studies found Whites to be more satisfied with medical care than non-Whites ), but others have found the opposite relationship or no relationship between satisfaction and ethnicity (e.g., Greenley & Schoenherr, 1981; Linn, 1985; Pulliman, 1991) . Client health status has been found to have a complex relationship to satisfaction, with most studies showing health status positively related to satisfaction (Aharony & Strasser, 1993; Cleary & McNeil, 1988; Hall, Milburn, & Epstein, 1993; Lochman, 1983; Proctor, Morrow-Howell, Albaz, & Weir, 1992) . A number of studies have found that health status is related to satisfaction, with patients in poorer health reporting less satisfaction (Hall et al., 1993; Marshall, Hays, & Mazel, 1996) . Although little research has been done on the relationship of physical functioning and satisfaction, one study found that participants with disabilities tend to be less satisfied with their medical care than patients without disabilities (Patrick, Scrivens, & Charlton, 1983) .
The Home Care Satisfaction Measure (HCSM) was designed to overcome shortcomings identified in the existing literature. The specific purpose of the measure is to provide a standardized, general scale of home care satisfaction that is relatively brief, is easy to administer, and meets standard psychometric criteria for validity and reliability. In this article we present findings from the development and field test of the instrument. The Methods section describes the procedures used to develop a multidimensional measure of client satisfaction for frail older consumers receiving long-term home and community-based services derived from the perspectives of an ethnically diverse sample of service recipients. Findings from the analysis of field-test results are then presented, and include: (a) development of scores for individual services as well as an overall score for home care satisfaction; (b) evaluation of the test-retest reliability and validity of the HCSM; and (c) examination of the effects of sociodemographic factors and response bias on home care satisfaction.
M ETHODS

Instrument Development
Conceptual framework of satisfaction.-The term satisfaction suggests that satisfaction assessment should measure a client's or consumer's affective response to a service, but most analysts believe that this is only one component of satisfaction (Davies & Ware, 1988; Pascoe, 1983) . A consumer's determination of satisfaction (or dissatisfaction) with a service results from (a) a cognitive evaluation or judgment of the consumer's actual experience of the service compared to his or her expectations about the service and (b) an affective response to the evaluation (Rust & Oliver, 1994; Yi, 1990) . We hypothesized that assessments of any particular home health service are multidimensional; that is, that clients consider several different dimensions when evaluating their satisfaction with a service. The relevant dimensions of satisfaction may differ from one service to another. Clients then integrate assessments of individual services to produce a rating of their overall satisfaction. Each service contributes to the overall rating, although some services may be more influential than others.
Prototype instrument construction.-The development of the HCSM was based primarily on the perspectives of an ethnically diverse sample of home care clients about what they liked and did not like about the services they received. We held eight separate focus groups with African American, Hispanic, and non-Hispanic White older people (Jewish, Italian American, and Irish American) to probe differences in the meaning of satisfaction across racial and ethnic groups. Group membership ranged from 4 to 8 consumers, with a total of 42 participating.
Grounded theory methods were used to identify satisfaction dimensions that guided the development of the instrument (Charmaz, 1990; Orona, 1990) . Focus group sessions were audiotaped and transcribed. Transcriptions of the focus groups were analyzed separately by the principal investigator and research associate into content and theme categories, some of which were identified in the focus groups and others that emerged in the analysis of the transcripts. At the same time, a "quote bank"-consisting of individual quotes from focus group participants-was compiled, with individual statements sorted into the theme or content categories. These quotes, as well as the themes and content categories, were considered, reviewed, and analyzed until dimensions of satisfaction were identified. As each dimension was explored, discussed, and refined, we used the quotes of the study participants to define and explicate the meaning of the theme. Ultimately, eight dimensions of home care satisfaction were identified, although not all dimensions applied to all five services: competency, humaneness, dependability, service adequacy, continuity of care, choice, accessibility, and advocacy. Two independent raters repeated the analysis of the transcripts and identified seven of the eight dimensions.
An item pool was created from several sources: the identified focus group dimensions, existing satisfaction instruments, previous measures developed by the principal investigator, and the quote bank developed from the focus groups. A card sort exercise was conducted in which 14 graduate students sorted draft items into the predefined satisfaction dimensions. More than 70% of all items were correctly placed in their intended dimension. Pretest interviews were conducted with 7 frail older people, and on the basis of these results, items were refined and in some cases new ones were added. Further pretesting was done with 25 older people, and a final field-test version of the client satisfaction measures was developed.
The prototype version of the instrument included a section for each of five long-term home care services: homemaker, home health aide, home-delivered meal, grocery, and care management. Each service section contained 30-40 items that addressed specific dimensions of care received. These sections contained a balance of positively worded and negatively worded items, which has been found to reduce acquiescence response bias (Sherbourne, Hays, & Burton, 1994) . The response option used was a 5-point Likert-type response option with an agree-disagree scale adapted from the Client Satisfaction Questionnaire (CSQ; Larsen et al., 1979) : yes, definitely; yes, I think so; maybe yes, maybe no; no, I don't think so; and no, definitely not, with the middle category added for better gradation in responses. The wording chosen was found in the pretest to work well with draft item stems that required agree-disagree type response choices and item stems that required frequency (alwaysnever) type response choices.
To obtain a culturally equivalent Spanish-language version, we translated the prototype instrument and all supporting information (letters, phone scripts, etc.) in a process called back-translation. In this three-step process, the original English was translated into Spanish by a bilingual speaker, the Spanish version was translated back into English by a second bilingual speaker, and then the original and back-translated English versions were compared (Brislin, 1980) .
Field test of prototype.-The prototype instrument was field tested with cognitively intact, community-dwelling adults aged 60 years or older who had received one or more of the selected in-home services for at least 6 months. One quarter of the participants were drawn from a representative sample of older adults from Springfield, MA participating in another study (Tennstedt & Chang, 1998) . For the remaining participants, a stratified sample of approximately equal numbers of African American, Hispanic, and White elders was randomly selected from client lists at four Boston area home care agencies that provided care management and home care services under the state's 2176 Medicaid waiver program. For the Springfield sample, each eligible person was sent an introductory letter explaining the purposes of the study. Participants were then contacted by telephone to schedule a home visit. For the Boston area sample, randomly selected clients were first contacted by an agency worker, given a brief description of the study, and asked for their consent to be contacted by the project. The field interviewers then contacted those granting consent by telephone to arrange a convenient time for a home visit. Participants were excluded if their care manager indicated they had a known significant memory impairment or could not complete a structured interview. All interviews were conducted by trained field interviewers. Before answering specific item questions, all respondents were given a card with the response choices typed in large letters. For all Spanishspeaking participants, the interview was conducted in Spanish. Field-test participants were matched by ethnicity to field-test interviewers whenever possible. Written informed consent was obtained from all respondents.
Demographic characteristics were obtained using standard survey items from previous NIA-funded surveys (Tennstedt & Chang, 1998; Tennstedt, Crawford, & McKinlay, 1993) . The disability status of respondents was determined on the basis of their responses to measures of basic activities of daily living (ADLs) adapted from the Katz ADL Index (Katz, 1959) and instrumental ADLs (IADLs) adapted from the OARS Multidimensional Functional Assessment (Center for the Study of Aging and Human Development, 1978) . We assessed the degree of difficulty in these activities using a measure employed in the 1984 and 1986 Longitudinal Study of Aging, a large probability sample of noninstitutional elderly people. The satisfaction items for each service were prefaced by items that recorded information about the length of time the respondent had received the service and the characteristics of the worker providing the service.
All participants completed a global satisfaction rating scale for each service. The basic scale, developed for this study, was a 20-cm visual analogue scale in the shape of a vertical thermometer, with the end points clearly anchored. Participants were shown three thermometers sequentially for each service they received and asked to rate (a) their overall satisfaction with that service, (b) whether the ser-vices were "provided as they like;"and (c) the overall quality of the service. Respondents indicated their opinion by placing a mark on the thermometer. The distance to the mark from 0 was measured manually in centimeters to the nearest millimeter and converted to a 0-100 scale. In addition to the individual service thermometers, respondents completed three similar thermometer ratings for all services considered together. Respondents who were visually impaired or who otherwise had difficulty completing the rating were asked to state a number between 0 and 100 that best reflected their opinion for each scale.
To assess for the possibility of item order effects, respondents were randomly assigned to complete the thermometer ratings either before or after the five service sections. The order of the thermometers was also randomly determined. We randomly assigned respondents to receive the all-services thermometers (i.e., the ratings of all services combined) before or after the individual service thermometers. Participants also completed a number of other measures, which are described in the following sections.
At the end of each interview, we asked participants to identify a caregiver or relative, friend, or neighbor "who knows them well." Caregivers were contacted and asked to schedule a brief in-person interview to complete thermometers similar to those for the participants. Using the thermometer ratings, caregivers assessed the participants' opinions of the services received.
Analyses
Development of the HCSM.-Two methods were used to evaluate the initial pool of items, identify the dimensions of satisfaction, and select the final items for the measure. First, for each service, correlations were computed among all items in the pool. Each matrix was used to test convergent validity (large correlations among items hypothesized to measure the same dimension) and divergent validity (small correlations among items measuring different dimensions). Several items that were not related to their intended dimensions or that appeared to tap several dimensions were eliminated from the pool, as were others that were confusing to respondents. The remaining items were then subjected to a factor analysis using oblique (Promax) rotation estimated by maximum likelihood. Separate factor analyses were performed for each service. Oblique rotation was used because the dimensions of satisfaction were presumed to be correlated with one another. We selected items to measure each service dimension on the basis of the magnitude of the factor loadings and the unidimensionality of the items. We also selected items to balance the number of positive and negative items for each dimension.
Scoring.-Responses to selected individual HCSM items were recoded to a 0-100 scale, where 0 was the lowest and 100 was the highest possible satisfaction score. Negatively worded items were rescaled so that higher scores represented greater satisfaction. HCSM service scores were computed as the mean of all item scores for a given service. Similarly, dimension scores for a service were computed as the mean of all item scores in the dimension. This approach gave all items equal weight, with the effect that dimensions measured by more items influenced the service score more. When items were missing, service and dimension scores were computed as the mean of all completed items as long as at least half of the relevant items were answered.
Development of overall satisfaction score.-The task of developing a method for combining individual service satisfaction scores into an overall satisfaction score on a 0-100 scale was complicated by the fact that respondents received different combinations of services. To determine whether some services had a greater impact on overall satisfaction than others, we performed a series of regression analyses in which we regressed the respondent's overall satisfaction with home care services (as assessed by the respondent's thermometer rating of all services combined) on the HCSM scores for individual services. The regression coefficients in these equations estimated the relative importance of each home care service to overall home care satisfaction. We estimated regression models for each of the most common service configurations. We also estimated a model for the full set of services using the correlations for observed cases for each of the possible service pairings (pairwise deletion). To determine whether different weights were needed for individual services to derive overall satisfaction scores, we tested for statistically significant differences between service score regression coefficients in the regression models. In addition, for the model containing the full set of services, we compared optimally weighted satisfaction scores to satisfaction scores computed simply by giving equal weight to each service. Equally weighted scores were equivalent to the mean of a respondent's service scores.
Reliability and validity analyses.-To assess test-retest reliability, one half of the participants were randomly selected to participate in a second administration of the survey instrument within 5-9 days of the first. One-way intraclass correlations between individual service scores and dimension scores within services completed at both time points were calculated. To assess concurrent validity of the subcale measures, we computed Pearson correlations between individual HCSM subscale scores and the individual service thermometer ratings completed by respondents and caregivers. Pearson correlations were also computed comparing the overall HCSM score and two overall satisfaction ratings: the CSQ (Larsen et al., 1979) and all services thermometer ratings for overall satisfaction completed by respondents and caregivers.
Effects of sociodemographic characteristics and response bias.-Regression analyses were used to explore the relationship between home care satisfaction and participants' age, ethnicity, and disability status and to assess the extent of response bias in frail respondents' satisfaction assessments. We included the RD-16 (Schuessler, Hittle, & Cardascia, 1978) to examine the extent of socially desirable responding with administration of the HCSM. The RD-16 is a 16-item measure containing eight pairs of agree-disagree statements covering dejection, social estrangement, social opportunism, trust, social contentment, anomie, expediency, and self-determination. Two other possible contributors to response style effects on the satisfaction assessments were examined. The Positive and Negative Affect Schedule (PANAS; Watson, Clark, & Tellegen, 1988) consists of two 10-item scales in which participants are asked how they would rate, on a scale from 1 to 5, words describing emotions or moods they felt during the past week. The PANAS has been used successfully with older adults (Kercher, 1992) . Additionally, a 9-item locus of control measure (Lachman & Weaver, 1998) was employed. The instrument is composed of two subscales, Mastery and Constraints, scores for which are based on participants' agreement or disagreement with a series of statements associated with each subscale.
R ESULTS
Sample
Of the 458 older adults contacted for the study, 87 were ineligible because they had moved, had died, were too ill to participate, were in a nursing home, did not speak English or Spanish, or had received services for less than 6 months. Of the 371 eligible clients, 228 (61%) completed the interview; 105 (28%) refused to take the interview, and 38 (10%) could not be contacted after repeated attempts. The large majority of refusals occurred at the first telephone contact with the client, when assessors called to introduce the study and arrange a time to conduct the interview. Only nine refusals occurred after the client had begun the interview, for reasons that included exhaustion, illness, impatience, and other obligations.
The sample was comprised largely of women (79.4%) with substantial disability ( M ϭ 6.58 ADL/IADLs, SD ϭ 3.28, range ϭ 0-13) and low educational attainment ( M ϭ 9.5 years of education, SD ϭ 4.2, range ϭ 0-22). Because receipt of the home care services studied required Medicaid eligibility, all sample participants were low income. The average age of the participants was 75.5 years ( SD ϭ 8, range ϭ 61-95); 44.3% were African American, 16.7% were Hispanic, and 39% were White. Measures of functioning show that 39.5% were dependent in three or more ADLs. All participants received care management services. In addition, 92.1% also received homemaker service, 40.8% received home health aide service, 41.2% received home-delivered meal service, and 24.6% received grocery service. Participants received services in a variety of combinations: 34.6% of the sample received two of the five services, 40.8% of the sample received three services; 21% received four services, and only 3% received all five services. The most typical combination of services was care management and homemaker (29.4%). For those who received three services, the most typical combination was care management, homemaker and home-delivered meal (16.2%), with care management, homemaker, and home health aide occurring almost as often (14.9%).
Description of the HCSM
The HCSM consists of 60 items measuring dimensions of satisfaction with five major home health services ( Table 1 ). All of the items have direct referents: That is, they involve ratings of services received personally by the client (Ware, 1978) . The Homemaker Service subscale (HCSM-HM13), Home Health Aide Service subscale (HCSM-HHA13), and Care Management Service subscale (HCSM-CM13) each contain 13 items. The Home-Delivered Meal Service subscale (HCSM-MS11) contains 11 items, and the Grocery Service subscale (HCSM-GS10) contains 10 items. All of the subscales (except the Grocery Service subscale) contain a balance of positively and negatively worded items. All items use the same 5-point Likert-type response option used in the field test, which worked well with respondents in both the pretest and the field test. We found that providing participants with a response card with the response choices written in large type and carefully training interviewers facilitated the cards' ease of use and acceptance. Table 2 displays dimensions of each subscale. The Homemaker Service and Home Health Aide Service subscales each have four dimensions of satisfaction: competency, system adequacy, and positive and negative interpersonal characteristics. The Care Management Service subscale shares three of those four dimensions. The HomeDelivered Meals Service and Grocery Service subscales each contain parallel items in three dimensions (quality, service adequacy, and either service dependability or service convenience). For the most part, these dimensions confirm the consumer-defined dimensions identified in the focus group analysis. In the factor analysis, items designed to tap worker dependability loaded with items assessing worker competency in a single dimension. Interpersonal characteristics of the service provider emerged in the factor analysis as two separate positive and negative dimensions, rather than the hypothesized single humaneness dimension. The items in the choice dimension were split into two factors. The items that concerned whether the worker provided services as the respondent liked them to be provided merged with items in the competency dimension. Other choice items that addressed choices of services or service system constraints merged with items in the service adequacy dimension into a single dimension in the factor analysis. Another hypothesized dimension, containing items thought to tap continuity of care, was not supported by the item or factor analyses and was deleted from the instrument. Table 2 also shows the sample size, mean, standard deviation, and internal consistency reliability (Cronbach's alpha) for each of the HCSM subscales and dimensions. Mean service scores ranged from 66.4 to 80.1 in the study sample, well below the ceiling score of 100. Overall, the HomeDelivered Meal Service subscale received the lowest score (66.4) and the Home Health Aide Service subscale received the highest score (80.1). The use of both positively and negatively worded items tends to diminish Cronbach's alpha; however, the HCSM service and dimension scores possess an acceptable to high degree of internal consistency. The internal consistency coefficients were .79 or larger for each of the five-item scales; these coefficients fell below .50 only for three of the 2-item dimensions. There also was no evidence that respondents missed the switches in item direction; as expected, all inter-item correlations between items worded in one direction were positive, while those worded in opposite directions were negatively correlated. Few respondents received the lowest possible score in any dimension. Maximum possible scores occurred more frequently but never exceeded 13% for any service score. Across all dimensions, only 1-5% of the respondents had one or more missing items. As a result, service and HCSM scores could be computed for all eligible respondents.
Descriptive Statistics of the HCSM
Overall Home Care Satisfaction Score
As described earlier, we performed a series of regression analyses in which we regressed the respondent's overall sat- 4. Sometimes the meals fail to be delivered at all. 5. Generally, the service has the kind of meals I like. 6. I need more meals than I get. 7. Most of the meals are great. 8. My meals come too early in the day. 9. My meals are cooked the way I want them cooked. 10. The home-delivered meal service has a poor selection of meals. 11. Often the food is so bad I don't eat it.
Grocery Service (HCSM-GS10) 1. Generally, I like the kind of foods I can get from the grocery service. 2. I often have to return items I did not order. 3. My grocery service makes too many mistakes. 4. My delivery person would help me put my food away if I wanted. 5. Sometimes the groceries fail to be delivered at all. 6. I would like more choice about the foods I get. 7. It is easy to place orders for my groceries. 8. The grocery service has a poor selection of items to choose from. 9. The food I get from my grocery service is always fresh. 10. I would rather have help with cooking than have the grocery service.
Notes : Response categories for all items are as follows: (a) yes, definitely; (b) yes, I think so; (c) maybe yes, maybe no; (d) no, I don't think so; and (e) no, definitely not. © Trustees of Boston University 2000. All rights reserved. Used with permission. This questionnaire is copyrighted material, and is not to be reproduced or otherwise duplicated without the written permission of the copyright owner. Such permission for non-profit organizations and academic research purposes shall normally be given. All inquiries regarding permission for use of material contained in this measure should be addressed to Scott Miyake Geron, PhD (see acknowledgments).
isfaction with home care services on the HCSM scores for individual services. As shown in Table 3 , the regression coefficients were similar. None of the individual coefficients were significantly different from the smallest coefficient in a model, suggesting that, for these data, each service had approximately the same impact on overall satisfaction. As an additional check, we compared overall scores based on equally weighted scores to optimally weighted scores computed from the four-service regression equation. The correlation between these two sets of scores was .92, indicating that differential service weighting had little effect on scoring. As a result, overall HCSM scores were computed as the mean of a client's applicable service scores. In this sample, overall scores ranged from 13 to 98 ( M ϭ 75.2, SD ϭ 14.4).
Test-Retest Reliability
Overall, 86% of the subsample selected for the reliability assessment completed the follow-up interview. Table 4 shows the mean baseline scores, follow-up scores, and testretest correlations for these respondents for both HCSM overall and service scores and the respondents' thermometer ratings. The HCSM test-retest correlations were all quite large, ranging from .68 (in the smallest service group) to .88. HCSM subscale scores also appeared to be stable over the brief follow-up interval because the follow-up means were similar to the baseline means and did not systematically trend upward or downward over time. With one exception (Home Health Aide Service), the test-retest coefficients for the HCSM scores were higher than those for the thermometer ratings, consistent with research showing that multiple-item measures are more stable over time than singleitem measures (Sherbourne et al., 1994) . Table 5 presents correlations between HCSM scores and three indicators of concurrent validity-the respondent's thermometer ratings, the caregiver's thermometer ratings, and the CSQ (Larsen et al., 1979) . These correlations, which ranged from .26 to .76, were all significantly greater than 0. Four of the five HCSM service scores were correlated more highly with the participant's thermometer ratings than the other indicators of service satisfaction. The HCSM overall satisfaction score was correlated more strongly with the CSQ-also a measure of overall satisfaction-than either of the satisfaction ratings. Table 5 also shows the twoway (participant and rater) intraclass correlations for the thermometer ratings provided by both respondents and caregivers. These reliability coefficients, ranging from .32 to .52, indicate that much of the variability in thermometer values was attributable to raters. Table 6 summarizes the results of regressing each of the HCSM scores on the entire set of demographic, ADL, and response bias variables. The analyses of the response bias variables were mixed. Significant social desirability effects emerged for Homemaker Service and for the overall HCSM score, and approached significance for Care Management Service. The primary effect seems to be that social desirability leads to overreporting of satisfaction. The locus of control subscales also were significantly related to the HCSM scores for Homemaker Service and Home Health Aide Service. Respondents who believed they had mastery over their lives were generally more satisfied, while respondents who believed their lives were constrained were generally less satisfied. However, neither the Positive nor Negative Affect scales of the PANAS were significantly related to the HCSM scores, although they approached significance for Home-Delivered Meal Service and probably would have been present if the sample size was larger. No statistically significant effects were found for gender, age or ethnicity for any of the services. In a finding consistent with other studies, increasing disability was negatively associated with satisfaction for Homemaker Service and, in general, was associated with less satisfaction for the other services. In general, these predictors explained only 10-30% of the variation in HCSM scores.
Validity Assessment
Influence of Response Bias and Client Demographic Variables on HCSM Scores
Order of Administration
Several studies have found that satisfaction ratings may be influenced by the order in which questions are asked. The primary influences seem to be recency effects (overall scores are affected more by responses to recent items than to questions asked earlier in a survey; McClendon & O'Brien, 1988; Sherbourne et al., 1994) and the fact that people give lower satisfaction scores after they are asked items about specific domains than they do if satisfaction ratings are requested first (Ware & Davies, 1983; Ware & Hays, 1988) . We assessed administration order effects by randomly assigning respondents to complete the appropriate thermometer ratings before or after completion of HCSM measures. All correlations between service scores and thermometer ratings were significantly greater than 0 and of similar magnitude regardless of the order of administration (Table 7) . There were no statistically significant differences in HCSM mean service scores or standard deviations between respondents who completed thermometers prior to HCSM items and those who did the HCSM items before the thermometers. Therefore, it does not appear that the order of Larsen et al. (1979) thermometer administration affected either the HCSM score levels or the correlations with thermometer values.
D ISCUSSION
The HCSM is a 60-item standardized measure of the satisfaction of frail elderly persons who receive any one of several common home care services. The HCSM incorporated the perspectives of culturally diverse frail elders in its development, and included three ethnic groups-African American, White, and Hispanic-in the field test of the instrument. The HCSM contains subscales that can be used to assess satisfaction with particular services and provides an overall home care satisfaction score; both are scored on a 0-100 scale.
Like most satisfaction measures, HCSM overall and subscale scores were negatively skewed, but mean scores for each service subscale and for overall home care satisfaction were well below their ceiling scores. The HCSM service and dimension scores possess an acceptable to high degree of internal consistency. The HCSM service score test-retest reliabilities were all large, ranging from .68 (in the smallest service group) to .88. Evidence for the validity of HCSM scores is demonstrated by large positive correlations between HCSM subscale scores and separate global satisfaction ratings for each service completed by respondents and caregivers, as well as between the HCSM overall home satisfaction score and separate global satisfaction ratings of all services combined and the CSQ (Larsen et al., 1979) .
Although other studies have found age-related differences in satisfaction, with elderly persons typically reporting more satisfaction than younger persons, our analyses show that HCSM results were not influenced by respondents' ages, possibly suggesting that any age effects diminish among older adults. We also found that a client's race did not affect satisfaction with home care. Physical disability was associated with HCSM satisfaction scores, with more disabled participants generally less satisfied than participants with less disability. Some recent reviewers have concluded that physical health and satisfaction are correlated (Aharony & Strasser, 1993) , but the evidence is by no means conclusive (e.g, Marshall et al., 1996) .
Response bias has been found to be a source of bias in previous studies of older adults and in research on satisfaction, and those findings receive some support here. We found significant response bias using a measure of social desirability. These findings were significant for the Homemaker Service subscale and for the overall HCSM score and approached significance for the Care Management Service subscale. The primary effect seems to be that social desirability leads to overreporting of satisfaction.
Social desirability effects may be partially attributable to the type of item referent used in the HCSM. There has been considerable debate in the literature about the type of item questions to include in satisfaction instruments (Hays & Ware, 1986; M. A. Stewart & Wanklin, 1978) . In direct referent questions, participants are asked to evaluate care or services they personally receive; in general referent questions, participants are asked to evaluate care or services in general. Pascoe and his colleagues argued that satisfaction assessments employing direct referent items are more acceptable to participants; produce fewer missing data and less inconsistency in recording; and are not related to global or multidimensional measures of subjective wellbeing Roberts et al., 1983) . In contrast, Ware and his colleagues argued that measures that use general referent items lead to less socially desirable responding and fewer skewed responses (Hays & Ware, 1986; Stewart & Wanklin, 1978) .
The HCSM is an example of the direct approach; that is, it is composed of items that require respondents to address specific aspects of the care they receive from various unskilled or nonmedical home care service providers. The prototype instrument used in the field test was a mix of both types of item referents, although most were direct referent items. The general referent items were found to have, on average, more missing data than direct referent items and to be less strongly correlated with other items in the same hypothesized dimension. In the factor analyses, the general referent items loaded less strongly than similar direct referent items. The results also provide partial support to concerns about direct referent items raised by Hays and Ware (1986) and others. The general referent items were less skewed, and as we described earlier, significant response bias was associated with the HCSM.
The general referent items in the prototype instrument were not selected for the HCSM largely on the basis of the results of the item analyses. However, in choosing direct referent items for the HCSM, and the measurement risks associated with them, we were also influenced by the type of clients who received home care services in our study-lowincome frail elderly persons with little formal education who would benefit from items that were easily understandable-and the type of services under review. Unlike medical care, in which visits with physicians may be infrequent and in which the technical complexity of services is high, home care services are frequent and ongoing and involve tasks that most adults have performed most of their lives. We believed it would be confusing to ask general referent items about services that were so much a part of the everyday lives of these respondents.
Although the initial psychometric properties of the HCSM are generally very positive, a number of issues warrant further consideration. The question of how analysts should weight home care services to create an overall home care satisfaction score is a difficult methodological problem, because clients receive many different combinations of services. One might hypothesize that care management and food service would be less influential because they involve less personal services and respondents may not be aware of what their care manager is doing behind the scenes. However, food service ratings were strongly independently associated with thermometer ratings in our analyses, and care management was also a statistically significant predictor of the ratings. We did not find that any particular service was significantly more or less important than another in predicting overall satisfaction, even when we used pairwise deletion to retain all of the cases. Detecting differences between services would require much larger samples of clients in a variety of service configurations. We therefore believe that it makes sense at this point to weight all services equally in the absence of strong evidence to the contrary.
Two of the subscales in the HCSM-Homemaker Service and Home Health Aide Service-use equivalent items, except for one item that is worded slightly differently. From the consumer's point of view, the important dimensions of these services are the same, so it is not surprising that the items would be similar. Items that more clearly distinguished between these two services (e.g., items that addressed bathing and dressing for the Home Health Aide Service subscale) did not perform as well as the selected items in the item and factor analyses that we conducted. However, the equivalence of the two subscales for services that have obvious similarities but also clear differences suggests at least the possibility that consumers may have trouble distinguishing between these services when asked about them. Although both services are common in Massachusettsmore than 40% of the field-test sample received home health aide services and more than 90% received homemaker service-it is not unusual for the same person to perform both services. Another possible source of confusion is that some of the clients receiving home health aide service were receiving only services from the care management program (i.e., help with personal assistance tasks, but not skilled nursing services), whereas others were also receiving Medicare home heath aide services. For these reasons, the extent to which these subscales accurately reflect consumer views of these services requires further study.
The generalizability of the HCSM needs to be established. The HCSM was developed with a single state's system whose home care portfolio may be unique. Grocery service is clearly not a typical home care program, for example. Not all states provide both home health aide (sometimes called personal care) services and homemaker services; in some states that do, such as Massachusetts, a single worker may perform both sets of services. The HCSM is now being used in a number of different statewide programs (Hawaii and Florida included) and several substate programs and agencies. To date, the adaptability of the HCSM has been encouraging (judging by reactions from users, administrators, and evaluators). However, researchers need to replicate these analyses in larger samples of older persons to develop more confidence in the generalizability and psychometric properties of the measure.
More work is also needed on the sensitivity and appropriateness of the HCSM in different ethnic groups. Although we found no effects of ethnicity on HCSM responses, we make no assumption of its applicability to ethnic groups other than those included in the development sample. Like any standardized measure, the cultural appropriateness of the HCSM needs to be established with each new ethnic group to which it is applied. Research also is needed on the effect of mode of administration on HCSM results. The HCSM was designed to be used in brief in-person interviews by trained interviewers, but a telephone version of the instrument has been developed. One potential source of measurement error has been tentatively ruled out: There were no statistically significant differences in HCSM mean service scores or standard deviations between respondents who completed thermometers prior to HCSM items and those who did the HCSM items before the thermometers. However, more research is needed on whether HCSM service scores are influenced by the order in which questions are asked.
One of the major unanswered research questions about the HCSM is the ability of the HCSM to distinguish be-tween providers known to differ in performance or quality. In this study, we did not have access to program characteristics or other client outcome data, so no assessment of the predictive validity of the HCSM was conducted. Research is also needed to determine the sensitivity of the HCSM in detecting changes in service conditions, service providers, or changes in the client's health or other life circumstances. The high nonresponse rate in the current study is also a potential source of bias (Aharony & Strasser, 1993) . If nonresponders have different levels of satisfaction than responders, the results from responders will be biased. In this study, no information was available on nonrespondents. At the present time, the extent of bias in satisfaction assessments from nonrespondents is unknown (Sherbourne et al., 1994) .
Research on the effects of cognitive impairment on satisfaction with home care services is also needed, because in the current study we did not employ a standardized measure of cognitive functioning. Finally, the influence of client expectations on HCSM responses needs to be more closely evaluated. Most satisfaction researchers believe that a client's expectations about a service influence his or her satisfaction response. Expectations for care can vary culturally (Scheer & Luborsky, 1991) and may be affected by length of service, class, and other factors (Linder-Pelz, 1982; Pascoe, 1983; Rust & Oliver, 1994) .
In summary, the HCSM is the first measure developed that is based on the views of older consumers while also meeting standard psychometric criteria. In the important area of home care, the instrument addresses an issue increasingly facing federal policy makers, state administrators, planners of community-based programs providing home care services for frail older adults, and researchers: how to systematically measure client satisfaction with home care services. The HCSM is designed to be used by agencies and organizations that arrange or provide community-based home care services to frail older adults residing in the community as well as by researchers studying consumer evaluations of home care services (either interprogram or sample to sample). The HCSM provides a consumer-based indicator of quality, and can be used as an outcome or performance measure to examine changes in satisfaction over time and to study differences among providers or within a single state or agency. Each subscale of the HCSM can be completed in 3-5 min. The HCSM can be supplemented by open-ended questions or items of particular interest to a particular service program. The measure is currently available in English, Spanish, and Russian, and it can be administered in a face-to-face or telephone interview with a trained assessor.
With recent support from The Retirement Research Foundation, the HCSM has been adopted for use in three statewide programs and one large nonprofit agency, and based on those experiences, we are currently developing training manuals and guides for prospective users. The Administration on Aging, U.S. Department of Health and Human Services, has recently selected the HCSM for use in a demonstration of performance outcome measures, and the HCSM is being considered for use or pilot tested in several other states and programs. To date, more than 9,000 telephone administrations of the HCSM have been completed, and benchmarks are being developed that will permit agencies to compare their performance to national home care satisfaction standards. We are continuing to conduct research on the HCSM and to work with users to productively use the results to improve the quality of home care services.
